THE specimen consists of the body of the uterus and right tube and ovary. The right tube is the seat of an ectopic pregnancy, and the uterus shows two perforations, one at the fundus and the other low down on the left side.
The patient, aged 32, was admitted to the London Hospital on January 22, 1S28. She was a married woman and had two children, one aged 6 years and the other aged 2 years. She had never had a miscarriage.
It was stated that she menstruated normally until November, 1927; with the November period, which commenced on the 25th, she had severe pain in the lower abdomen and bled profusely. Between November and January she menstruated every fortnight, and in the interval between the periods she suffered from an intermittent brown, watery discharge, occurring every four or five days. In between these periodic watery discharges, i.e., in the interval, she complained of a dull ache in the lower abdomen and felt generally ill. With the recurrence of the discharge the pain was relieved and she felt much better. Until the day of admission she had not consulted a doctor, but on this day the pain was so severe that she was compelled to go to bed and call in her medical attendant, who advised her to go to hospital.
On admission, temperature 990 F., pulse 104, patient pale and ill-looking. On examination by the abdomen there was a mid-line swelling reaching nearly up to the umbilicus; it was sub-resonant on percussion, and the upper part of the swelling felt cystic, whilst the lower part felt much firmer and of an entirely different consistence. Vaginal examination showed that the lower, firmer part of the tumour was continuous with the cervix and was thought to be the uterus. In the right fornix a harder, rounded mass, the size of an orange, was felt, and appeared to be fixed to the side of the uterus. It thus appeared that a bulky uterus was surmounted by a cystic swelling.
The patient was kept under observation for seven days. On the second day her temperature rose to 1000 F. in the evening, and she suffered from severe abdominal pain. During the night there was a copious brown, watery discharge. For the next three days her temperature remained normal and her pain was relieved. On the sixth day her temperature again rose to 1000 F., the pain was more severe and again there was a watery discharge during the night. On the subsequent day, as before, her temperature was normal and the pain relieved.
I decided to examine the patient under an anesthetic, whereupon the signs already stated were confirmed and it was found that the lower part of the mass was the uterus. A sound was passed and found to enter about 8 in. By feeling carefully on the abdomen the point of the sound could be felt peculiarly near to the abdominal wall. The withdrawal of the sound was followed by about one ounce of brown watery fluid. At this stage I thought I was dealing with a perforation of the uterus and decided to open the abdomen. On opening the abdomen the anterior parietal peritoneum was found to form the anterior wall of an inflammatory cyst, which was opened up immediately the peritoneum was incised. The remainder of the cyst wall was made up of omentum, coils of bowel, uterus and adnexEe, matted together, the cyst itself being a localized accumulation of inflammatory exudate. The floor of the cyst was the fundus uteri, in which a perforation could be clearly seen, The cyst contained about one pint of a thin brown fluid. By gauze dissection the cyst was detached from the uterus and it was then seen that the right tube was distended and apparently filled with blood. This tubal swelling was the hard swelling which bad been felt through the right fornix. I did a subtotal hysterectomy, conserving the left ovary, and in so doing I found another perforation in the uterus, low down on the left side, by means of which the uterine cavity communicated with the cyst cavity through a track which passed through the side of the uterus, the parametrium, and the posterior peritoneal layer of the left broad ligament. The pouch of Douglas and the cavity of the cyst were drained and the patient made an uninterrupted recovery.
The patient was under the charge of Mr. Victor Lack, and I wish to express my indebtedness to him for allowing me to report the case.
A Case of Ovarian Pregnancy.
Specimen shown by J. BRIGHT BANISTER, M.D., F.R.C.S., F.R.C.P.
PRIMARY ovarian gestation is not very common and this specimen is a good example of the condition.
The patient, Mrs. H. J., aged 34, was admitted to the Chelsea Hospital for Women on February 18, 1928, as a case of right pyosalpinx. She stated that her last menstrual period was on January 8 and that three weeks ago she was seized with a sudden, acute pain in the lower abdomen, more marked on the right side. She fainted three or four times within the succeeding twelve hours. Ever since then, she had had dull, shooting pains in the lower abdomen and had vomited several times. The day before admission she began to lo;e a little blood from the vagina. Her obstetric history was uneventful. She had had four children all at full time and all normal deliveries. There had been no miscarriage. The menstrual history was normal, the periods recurring regularly every twenty-eight days.
On examination, she appeared a healthy woman. Abdominal examination revealed slight tenderness and rigidity low down in the right iliac fossa. Pelvic examination showed the cervix to be pointing downwards, not displaced to any degree forwards, and very tender on palpation. The body of the uterus was partially retroverted and there was a very tender and irregular mass filling the right side of the pelvis.
A tentative diagnosis of extra-uterine gestation was made and the abdomen was opened to find very dark blood in the peritoneal cavity, the right ovary enlarged with blood oozing therefrom, and apparently a normal right tube.
The right tube and ovary were removed and her further progress was uneventful. The condition was regarded as either an ovarian pregnancy or a lutein cyst, into which hmmorrhage had occurred with a small leakage into the peritoneal cavity.
Macroscopically the specimen appears to be an ovarian pregnancy. The three criteria enunciated by Spiegelberg all appear to be present. The tube is apparently intact; the fcetal sac occupies the site of the ovary and is connected to the uterus by the ovarian ligament. Apparently too, ovarian structure is present in the sac wall ( fig. 1 ).
